
SOME GYNECOLOGICAL CASES AT THE BOS-
TON CITY HOSPITAL.1

BY J. G. BLAKE, M.D.

In these days of frequent and successful capital
operations in gynecology, it seems almost profitless to
occupy the time of this Society with a recital of cases
of minor importance, and without special scientific
value. Nevertheless, as we cannot always control the
conditions under which we find ourselves placed in
regard to the character of our work, we cau only
do our best with the material at our disposal, and re-

port the result. Perhaps some slight benefit may
accrue in the way of information and encouragement
to others not more favorably situated.

The Medical Department of the City Hospital is
divided into three services —partly for the convenience
of the staff, partly to suit their preferences as to the
class of disease they desire to treat. The first and
second services take their proportion of the generalmedical cases admitted, and equal shares of all the
uterine cases (except laparotomies) ; while the third
service, takes in addition to its portion of general dis-
eases, all those of the nervous system. Ovarian cases,
entered for operation, and any requiring laparotoiny,
are admitted only to the surgical wards.

This explanation is necessary in order to account
for the absence from this paper of capital operations,
such as ovariotomies, laparotomies for the removal of
diseased tubes, and hysterectomies. The reader, and
some of his colleagues, hope, that in the course of
time, the propriety of establishing a complete and
separate division as an adjunct to the medical depart-
ment, will be recognized.

For the past year and a half, I have had charge of
the uterine ward for a period of four mouths at one

time, and eight at another. During this time of ser-

vice, two hundred and fifty cases of uterine disease
were treated, and of this number the following are

among those of most interest : Fibroids, four ; Alex-
ander, ten ; hasmatocelc, four ; pelvic abscess, six ;
puerperal septicaemia, ten ; lacerated cervix, twenty ;
cancer of uterus, seven ; cancer of vagina, two ; lac-
erated perinaeum, ten ; lacerated perinœum and cervix,
nine; stenosis of cervix, five.

To-night we will allude briefly to the Alexander's,
septicœmias, and uterine fibroids

—

leaving the others
for future discussion.

Alexander's operation.

The cases of Alexander's operation, ten in number
(eight in the City Hospital, and two done at St. Eliz-
abeth's), represent fairly the difficulties, the uncertain
results, and the good results attending it. As the
subject has never been formally brought before the So-
ciety, this record may serve as a text for discussing it.

My own mind is pretty well made up as to its value
in a certain class of cases. It is hardly necessary to
go into a detail of technique before you. It may be
well, however, to point out to beginners, that it is by
no means so easy of successful performance as many
authorities would have us believe. Indeed, one of the
chief reasons assigned by some writers for discarding
it, is the dilliculty, uncertainty, and amount of time
required to find the ligament. Three-quarters of an
hour is said to be the average, but my experience leads
me to believe it should be rather more than less.

1 Read before the Obstetrical Society of Boston, October 10, 1891.

That the ligament can bo always found I do not be-
lieve. Sometimes it is rudimentary, and not to be
distinguished ; at other times it is entirely absent. I
have seen three of the most skilful operators fail to
find it. In two of these cases there was failure to
find either ligament; in the other it was concluded
that it was either wholly absent or so small as to be
unrecognizable on one side, and no attempt was made
to discover it on the other. In some it was found
after tedious effort ; in others it was located quite
readily.

With the exception of a single ligament which was
taken up in the inguinal canal (canal of Knock), the
operation was performed at the external inguinal ring
with the spine of the pubis for guide. A blunt hook
was used to lift up the fat, the muscular and cellular
tissue, and the extremity of the ligament, which is not
especially tendonous at this point. An advantage
claimed in favor of operation at this point is less
liability to hernia. On the other hand, it is alleged,
and justly, that in the majority of instances the search
for the ligament is shorter if the opening is made into
the canal midway between the external and internal
ring. Its tendonous character is better marked here ;
an incision of smaller size is sufficient; and anaesthesia
is not necessarily required for the operation.

Some of our members will recall an occasion when a

very expert and experienced operator spent forty
minutes in finding the ligament on one side, while u
few moments sulliced on the other. A similar experi-
ence happened t© a friend and myself in one of my
earlier cases, when having wasted a great deal of time
in searching for it in the external ring, the canal was

opened at the other side and it was discovered without
difficulty. Some writers advocate the opening of the
canal through its entire length, for the purpose of
facilitating the operation ; but the objection to this
would lie iu the increased danger of hernia. This
might bo avoided, however, by taking special care, and
closing the wound immediately by deep sutures.

On the whole, I should incline to the external ring
as safest for the patient eventually. It should not be
forgotten that the prolonged narcosis—often extend-
ing to an hour and u half

—

is not wholly free from
danger. One of these cases sank into a state of utter
collapse, from which only the most vigorous methods
steadily persevered in for a long period, succeeded in
restoring her. In two instances I felt satisfied that
the safety of the patient would be best promoted by
operating only on one ligament at a time, letting the
other rest for a few days or a week. While this may
not seem good practice, it appeared the safest and wis-
est course to pursue.

The class of cases were the simple backward dis-
placements so commonly found where instruments do
not readily keep the uterus in position, or where they
cannot be worn without inducing pain or distress. In
all these the result has been, with one exception, uni-
formly good.

One case particularly calls for special notice. A
woman, practically bed-ridden, morbid in mind, feeling
that she was the victim of incurable spinal disease,
with pain in the back, inability to walk, etc., was
transferred to the uterine from the nervous ward. An
extremely tender, retroflexed, and enlarged uterus was
returned to its normal size and position, by a month of
glycorine-tanipoii-packing treatment ; and then kept
there by shortening each round ligament two inches
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and a half. The patient left the hospital free from
backache, able to walk, strong, fat and happy. Such
a result makes the physician's heart rejoice and leads
him to believe that life is indeed worth living.

I have had no experience with cases where adhe-
sions exist and have to be broken up, or with the many
other complicated conditions which call for the opera-
tion. The future, I hope, will enable me to test its
value more fully, and I shall be glad to report results.
So far I have been more than pleased.

-».-

Clinical Department.
TWO CASES OF POST-PAliTUM HAEMORRHAGE

WITH SPECIAL FEATURES.1
BY 8. L. ABBOT, M.li.

Cash I. Mrs. -—, quartipara, over forty years of
age. Called to this patient at five i\ M., I found her
in the first stage of labor. A male child was born at
eleven p. m. Nothing abnormal in the labor. Fol-
lowing the birth of the child was a pretty free discharge
of coagula. The uterus contracted peculiarly after
the delivery of the placenta, becoming flattened from
before backwards, extending somewhat higher than
usual, and of abnormal width, with two deep, longitudi-
nal grooves ; the grooves and the ridge between them
being each more than a finger's width in breadth. The
organ was firm to the touch, but of this unusual shape.
It was carefully watched for some time for fear it might
become relaxed and haemorrhage follow. A moderate
dose of fluid extract of ergot was also given. This,
however, caused so much pain that it became necessary
to administer morphine to relievo it.

During the birth there was a laceration of the peri-
neum which extended pretty deeply into the vaginal
sphincter. This was closed by one deep stitch which
brought the raw surfaces firmly together, so that they
healed by first intention. In two of the previous
three labors it had been necessary to sew up similar
lacerations. The result of the stitching on the present
occasion was to narrow the vaginal outlet pretty closely,
partly from the fact that the vagina was rather small,
the woman being somewhat under size.

On account of the unusual condition of the uterus I
remained four hours with tho patient watching for
possible relaxation and consequent haemorrhage. At
the end of this time, as no change had taken place, I
left her.

On the following morning the condition was the
same. There had been no marked luemorrhage.

At two o'clock of the following morning 1 was

hastily summoned with the announcement that the
patient was flowing freely. On reaching the house I
was told that the flowing had ceased, but a consider-
able amount of clots had come away. On making a

vaginal examination it was found that the vagina was

distended to the utmost with coagulum, After this
was removed the os uteri was found to bo open widely,
easily admitting the ends of four fingers aud quite lax.
No coagulum was in the lower part of the organ.
Above the pubes it was felt to be flattened, grooved
and contracted as before. There was no subsequent
haemorrhage. What was the probable explanation of
tho phenomena ?
i Head before tUe Obstetrical Socioly of Boston, October 11), lfcOl.

It seems probably to have been caused by the dam-
ming up of the vaginal outlet by the suture. The
flow from the uterus was not urgent and a small clot
forming above the tampon which was placed within
the sphincter vagina; during the insertion of the stitch,
but which was subsequently removed, was probably
obstacle enough to prevent a free escape of the flow
from the womb, so that in time the stretched vagina
above was fully distended, the clot backing up into
the uterus itself. This probably excited contraction
and emptying of the organ, leading to an abrupt
escape of a good deal of coagulum, creating the alarm
which led to my summons to the house. After the
coagulum left in the vagina was cleared out there was
no subsequent haemorrhage. The uterus gradually
contracted to its normal sizo, retaining as long as it
could bo felt its abnormal shape.

It should be remarked that there was no factor
about the coagulum, and it was not thought necessary
to wash out the vagina after its removal. Convales-
cence was rather slow, the patient suffering a good
deal from loft temporal neuralgia which was followed
at the end of the third week by phlebitis below the
right knee. There was no reason whatever to believe
this was due to a septic cause.

Cash IL Mrs. G., secundípara. A young lady of
marked nervous temperament, about twenty-five years
old. When I reached the patient labor was well ad-
vanced, and a male child was born an hour after. The
child was followed by a rush of blood, coagula and
liquor amnii, saturating six sheets folded many times
beneath her, and extending from her heels to her neck
on the india-rubber cloth below. The patient was

blanched, but did not become unconscious from the
flow. A mass of coagula and blood with liquor amnii,
scooped up with the hands, half filled a large chamber
pot. The pulse was extremely weak, and tho patient's
condition called for prompt action to prevent, if possi-
ble, any further haemorrhage. A half-drachm dose of
fluid extract of ergot was therefore given at once, and
stimulants were freely administered. The uterus was
firm to the touch, and the hand was kept over it with
the view of aiding the dolivory of the placenta. This,
however, was delayed. There wore uterine pains,
but the placenta was not expelled. The -cord was

kept tense with the right hand, and with the forefinger
the fœtal surface of the organ could be felt bulging
into the vagina, but not advancing. Thore was, how-
ever, at that time no bleeding.After waiting a reasonable time, having made my
hand and arm aseptic with solution of the bichloride,
1 passed my hand without difficulty into the uterus to
the fundus. The surface from which the placenta
had been detached, was distinctly felt on the right
side of the organ, and there was no haemorrhage from
it. At the fundus the afterbirth was felt to be held
at that point, by a firm grip on its edge. A part of
tho organ extending from two to three inches from the
edge was thus grasped. My first impression was that
there must be an udhesion at this point; but in pass-
ing the tips of two fingers between it and the womb,
with some difficulty, it was found to be held in place
merely by the contraction of that organ. After scoop-
ing it from its hold, the placenta was easily removed
and there was no more haemorrhage.

In her first labor the patient was so suddenly taken
with pains that there was not time to summon me,
and a neighboring physician was called in. lu this
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